abdomen was a little full, slightly tender: deep down beneath the promontory of the sacrum a swelling could be felt up to a height of 3i in. Showing the irregular surface produced by inflammation of the inverted placental site and the cleft at the fundus, probably traumatic. fundus uteri. The glands in the groins were slightly enlarged. The vulva was normal, except that the perineum had been torn. A tumour as big as a fist was found in the vagina. It was rough on the surface and somewhat mushroom-like in shape, having a perfectly smooth stalk about one and a quarter in. thick. The surface of the tumour was irregular, hardish, and had adherent to it large pieces of placenta and membranes, the latter being green from putrefaction. The rim of the cervix could be felt all round the stalk. The uterus was inverted; the fingers can be inserted for 1 in. in front of the stalk, and nearly 4 in. posteriorly (see fig. 1 ). The body was absent from its normal position. There was a horribly offensive discharge. The speculum showed the placental site to be in a sloughy condition. The membranes and small pieces of placenta were removed with the fingers; but some adherent portions were left behind. Continuous irrigation with warm boric acid solution was given and this lessened the discharge and offensiveness.
On September 27, the continuous irrigation being still employed, the inverted uterus was rather smaller than, before, and in its lower part a cleft could be felt nearly 4 in. deep into wbich the finger could be passed. This was probably a wound made in removing fragments of'placenta. On September 30 the discharge was sweet. The mass was much higher up 'and smaller and was now mainly within the cervical canal. The cleft felt a little sJballower. The lower end of 'the tumour could now be received into the mouth of a tubular speculum 11 in. in diameter. It was uneven on the surface, pink in parts, in others covered with a yellowish exudate. There was no bleeding on examination. The cervical canal was now 11 in. in length. The irrigation was continued up till October 6, when the patient i)egan. to menstruate. On October 11 the cervix was found in normal position, large and patulous, and the os admitted the fingers to the root of the nail, the body had become spontaneously replaced in its normal position, was large, round and fairly movable. There was slightly increased resistance in the left posterior quarter of the pelvis, otherwise nothing abnormal was found. The patient left the hospital on October 21. A small ulcerated surface was seen on the left posterior lip of the cervix; 'this healed in about a fortnight. Some thickening was still to be felt in each posterior quarter of the pelvis when examined on November 8. The temperature reached 1010 F. on the day of admission, 102.20 F. next day, 10060 F. on the third day; afterwards it did not reach 100°F. and was normal nearly every day during her stay in the hospital.
Case II.-A. H., aged 27, was admitted to University College Hospital on March 17, 1901. She was an unmarried cook in the family of a doctor who was unaware of her pregnancy. She had been delivered, unattended, on March 12 at 3 a.m. while straining to pass water, the child (apparently of seven and a half months' development) falling, into the chamber pot. A great deal of blood gushed out at the same time. The patient got up and went to the wash-hand stand to get a drink of water, but fainted away. She had a feeling as if something had given way. When she recovered from the fainting attack she crept into bed, still bleeding; there was no pain and no vomiting. A doctor was sent for and found the child dead.' Apparently he did not make a vaginal examination. On March 17, five days after the delivery, I saw the case in consultation. The patient was very pale, the uterus was completely inverted and occupied the vagina. The abdomen was quite flat; the perineum was slightly torn. -The lining of the uterus was fairly smooth, pinkish grey in colour, the orifices of the Fallopian tubes could not be seen. The uterus was fleshy in consistence. On making pressure the fingers were found to sink into it and it was felt that the uterus might easily be perforated; it was decided not to attempt to replace the organ until it was clean and more involuted. Boric acid douches were ordered and a catheter was. passed every eight hours to relieve retention of urine. On the 20th the patient felt well; but the temperature varied between 98.80 F. and 101.40 F. 'On the 21st continuous irrigation with boric acid solution was given: the patient found this very uncom-fortable. On March 28 nothing could be felt above the pubes. The uterus, completely inverted, lay with its fundus about 3 in. in diameter, on the perineum. A slight rim could be felt at the cervical end. At 2.30 p.m. (on the sixteenth day of the puerperium) Aveling's repositor was applied. In the course of five minutes the inverted fundus was pushed out of reach and a tumour could be felt above the pubes. Temperature 98V6°F. Three times during the day the repositor was found to have slipped into the anterior fornix, the last occasion being at 10 p.m. This displacement of the repositor caused pain, and ' gr. of morphia was given, hypodermically. At 11.15 p.m. eight and three quarter hours after the first insertion of the repositor and one and a quarter hour after its final application the uterus was found replaced and the repositor was withdrawn by traction without much difficulty. A douche was given and next day continuous irrigation was employed. The patient gradually improved in colour and left the hospital well on April 15. I am indebted to Dr. Teale for the following observations on the blood:- (May 22, 1903) . She had had a long and painful labour lasting thirty-eight bours, but there had been no difficulty until the third stage. It was said that the cord was pulled upon and the patient lost consciousness and bled profusely. The accident was not recognized by the doctor, who was not the patient's ordinary attendant but a temporary assistant, and the patient continued to bleed somewhat freely for three weeks, ceasing two days before admission. The patient was then very pale, but in fair general condition. The uterus was completely inverted and was well involuted for the time. I introduced Aveling's repositor at 9 a.m. It caused very little pain, and in the side rather than in the abdomen; the pain was apparently due to lying on the side. At 2.30 p.m. I examined her and found the displacement completely reduced and the cup in the uterus; it was withdrawn without much difficulty by pulling. The pulse had gone up to 140, respiration 28. After removal of the instrument the patient had no pain at all. Next day (14th) the pulse was 96, temperature 990 F., and the patient felt quite well. There was very little (coloured) discharge; the uterus remained in normal position; the external os easily admitted the finger, the internal os was closed. On June 17 there was no pain and very little discharge; the patient was still pale, but felt quite well. She was taking tr. ferri perchlor. 20 minims. There was no tenderness over the uterus. On June 20 the patient felt a little stiffness in the left thigh, but no tenderness, swelling or exudate was felt in the pelvis and the uterus was freely movable. On June 22 there was still a little stiffness in the left leg; it was diminished by movement and was probably rheumatic. The cervix was closed. The colour had improved. June 25: Patient got up. June 29: Patient was quite well except for a-little pallor; she had no pain or trouble of any kind. The uterus was quite normal, freely movable. The cervix was notched slightly on the right side and behind. The sound passed 2' in.
In 1914 the patient became pregnant and was delivered of a living seven and a half months child in the spring of 1915 by Dr. Montague Smith, after an easy labour lasting four hours. There was no difficulty with the placenta.
The child throve and the mother made a good recovery.
Case IV.-A. T., aged 33, a widow (four children), was admitted to University College Hospital on February 20, 1904, complaining of loss of blood from the front passage. The blood was clotted and very black in colour. The loss used to occur between, but recently only at the menstrual periods. The discharge was often jelly-like. The patient had no pain, but suffered a little from palpitation. She had no trouble with micturition or defeecation. Menstruation occurred first at 15 years of age, was always regular every twenty-eight days, lasting five days and requiring fourteen diapers. Lately she had used thirty diapers and the period lasted nine days and occurred every twenty-eight days. Her trouble dated from her last confinement, two years and eight months ago, June 7, 1901: the labour lasted twenty-seven hours and was attended by a doctor's assistant. The child was born head first and lived. No instruments nor anasthetics were used. The patient had a great loss of blood after the child was born and became unconscious. In fourteen days she was so weak that she could scarcely speak. For three days large clots were passed: on the third day she wanted to pass a motion and something came out of the front passage. She sent for the doctor, who washed the lump with " gallons of water " and pushed it back into the vagina. Another doctor now attended her and told her the womb was in the wrong position, and advised her to go into the hospital: she said she was too weak to move and lay bleeding for five weeks, when she went to the country and could walk about a little. She now stopped bleeding and had no hamorrhage for thirteen months, suckling her child throughout. In April, 1903, she was admitted to a provincial hospital, where she was told that her womb would always be a trouble, and that nothing could be done for her except hysterectomy; this she refused. She then saw Dr. Stork, who said he would try an instrument. A cup with a straight stem was put in for a day and a night; but it caused a good deal of bleeding and had to be removed. Another attempt was made with the same instrument for fifteen hours a week later, but without effect. After admission Section of Obstetrics and Gynccology to University College Hospital, Aveling's repositor was applied at 4.30 p.m. on February 25 (two years and eight months after the occurrence of the inversion). The uterus was found to be reduced on the 27th at 12.30 p.m., forty-four hours after the application of the repositor. The cup was withdrawn by a 6 lb. weight extension in two and a half hours. The strain on each rubber band attached to the repositor was'about 4 lb. The temperature was over 1000 F. on admission; it remained up to 101°F. for the most part, on one occasion reaching 102.40 F., but gradually fell to normal on March 10 when the patient left the hospital. She was in good health ten years later.
Case V.-R. B., aged 27, married eight years (one child, no abortion), was admitted to University College Hospital on January 22, 1916, complaining of " prolapse of the womb " since her confinement nine months ago (April 25, 1915) . The labour was at term, and was terminated by instruments, but no particulars could be obtained from the medical attendant as to pressure on the fundus or traction on the cord. The patient lost so much blood afterwards that she fainted away several times on the third day. She remained in bed for nearly three weeks, during which time the lochial discharge and bleeding were profuse; after the month it got less, though it continued, the bleeding being at times rather free, but for the most part scanty; there had also been a thin yellowish inoffensive discharge. The patient had suckled the child till her admission. The urine had to be drawn off for two days after the child was born, but there had been no difficulty with micturition since. The patient had had peritonitis eight years ago, a fortnight after marriage, and, three years later, had an attack of rheumatic fever. Menstruation began at the age of 14, was always irregular and rather scanty, lasting only three days, and being painful for the first two days. On admission the patient was very pale, the lips, hands and lobes of ears nearly white, the tongue clean and moist, the temperature slightly raised. Nothing abnormal could be detected in the chest or abdomen. On vaginal examination the uterus was found to be completely inverted and well involuted, the mucous membrane smooth and red, the orifices of the Fallopian tubes could not be seen. The cervix passed smoothly on to the vaginal fornix on the left side and in front, apparently on account of a tear. Elsewhere there was a slight shallow groove around the inverted portion. Warm boric acid douches were given for a week, and on January 29, 1916, Aveling's repositor was applied at 11.30 a.m. The pressure exerted by the elastic bands was about 4 lb. Next day the repositor was removed and the fundus was found to have been repressed, but still projected about 1 in. beyond the os. The repositor was replaced. Morphia was given for the pain, which was mainly due to stiffness in the hips from lying in one position. Temperature 99 8°F. On January 31, 1916, at 11 a.m., examination showed that the inversion was completely reduced forty-seven and a half hours after the application of the repositor. The temperature was 100'5 F., pulse 150. The instrument was removed without any difficulty in a few seconds by drawing it down and then tilting the cup on one side while still attached to the stem. On February 1, 1916, the uterus was found to be in good position, ante-flexed and freely movable. The os admitted the finger easily: an old tear was felt on the left side and in front. The patient felt a little stiff, but had no pain. She had no trouble afterwards, gradually gained strength and colour and the temperature gradually fell to normal. She left the hospital on February 9 quite well, though still anmmic. Dr. Teale's report on the blood is as follows: January 27, 1916 February 4, 1916 Red Showing by diagram the condition found on examination, with an accurate drawing of the sloughing tumour removed (three-fourths natural size).
Case VI. M. B., aged 43 (four children, three abortions), was admitted to University College Hospital on February 29, 1904, complaining of a thick dirty white discharge from the vagina and pain in the back. She dated her illness from March, 1897, when she had a miscarriage; since then she had never been regular. In December, 1901, she was three weeks in bed with haemorrhage, and again in December, 1903, she lost a large amount of blood for five weeks; it was at this time that she noticed the pain in the back. Menstruation began at 12 to 13 years of age, was regular every twenty-eight days, and at first seldom lasted more than two days. She had miscarried within three months of her marriage at the age of 26. After her first child the placenta was removed under chloroform. Some months later she had another miscarriage, and subsequently two more children. In 1895 she had another child, and in 1897 another miscarriage. Since that date she had not been regular, losing excessively, especially since 1899. On examination there was a mass in the vagina as big as a s'mall orange. It appeared at first to be malignant. It was so large that without an anaesthetic the finger could not be passed round it to determine its attachments and mobility. There was an exceedingly foulsmelling discharge. Under ether an irregular tumour as large as an orange was Showing the gaping cervix and the rough site of attachment of the tumour immediately after the tumour had been removed and the fundus restored to its normal position (three-fourths natural size).
found in the vagina. It was green in colour and cedematous and excessively foul: it was too friable to hold the volsella. Its surface was rough; around its neck, which was smooth, a continuous shallow groove could be felt. The body was absent from its normal position and was completely inverted by a tumour attached to its fundus. The condition is roughly represented by the diagram taken at the time, with an accurate drawing of the tumour by Mr. Shiells (fig. 2 ). It was found difficult to reach the healthy mucous membrane owing to the size of the tumour: an incision was therefore made through its gangrenous surface bisecting the tumour, which was then easily enucleated. The collar of mucous membrane then retracted and was carefully trimmed with scissors. The inverted fundus was swabbed with 1 per cent. formalin solution and pushed up; this was easily accomplished owing to the wide dilatation of the cervix. The parts then had the size and appearance shown in the drawing made from a sketch taken at the time (fig. 3 ). An iodoform gauze tampon was tightly packed in the uterus and was removed next day. Perchloride of mercury douches were then given. The patient made a good recovery.
The temperature, 99W6°F. on admission, only twice reached 990 F. after the operation. She left the hospital on March 20. Case VII.-M. J., aged 41 (two children), was admitted to University College Hospital on June 23, 1904, complaining of severe pain for fifteen days, offensive discharge for thirteen days, and pain at the periods, especially on the last occasion, when it was very severe. Menstruation began at the age of 14, recurred every thirty days, lasting ten days, and requiring thirty diapers. She had always had a good deal of pain for the first two days of the flow. She had never had any intermenstrual bleeding. The patient had had two children, the last twelve years ago. On examination there was a greenish-yellow discharge, which had been offensive in odour. Projecting into the vagina was an irregular body as big as a Tangerine orange, of firm consistence, not breaking down on pressure. It had a thick smooth stalk, which could be felt to be surrounded by the rim of the dilated cervix. On passing a speculum the lower end of the tumour was found to be of a greenish-yellow colour, owing to a superficial slougb. Under an anesthetic it was found that the tumour had inverted the uterus, not completely, but so that the reflexion of the cervical canal was half an inch up in front of the lip and nearly an inch behind. The tumour, which was sessile on the anterior wall of the fundus, was seized with a volsella and pulled upon; a circular incision was then made behind the gangrenous portion, and the tumour was easily removed by enucleation, the inversion meanwhile being rendered almost complete. The mucous membrane was then trimmed with scissors and the fundus easily replaced by pressing upon it with a tampon. The uterine cavity then measured 4 in. in length. An iodoform gauze tampon was applied and removed after a few hours, during which a little blood had been lost. A little bhemorrhagic discharge continued for five days. The patient left the hospital on July 6, quite well, except that she was ansmic. The temperature only once rose to 1000 F. after the operation.
Case VIII.-Mrs. B., aged 50 (two children, no abortion), was seen in consultation with Dr. T. Sayer, on November 11, 1909, on account 'of severe hw,morrhage. She had had two children, no miscarriage; the last child was born twenty-five years ago. Menstruation began first at the age of.14, was always regular and not excessive in amount until three years ago. For the last two years she had had a continuous loss, only having a day or two free.
She never had much pain at the periods till the last two years and latterly it had been less severe. There was no family history of tumour. When I saw her there was a tumour in the vagina resembling a polypus, at least twice as big as the normal uterus, of uniform consistence and of piriform shape, with the smaller end upwards. It was too big for an old, inverted uterus. As the patient was stout and difficult to examine, she was admitted to a nursing home and anaesthetized and then it was found that the uterus was completely inverted. There was a slight groove at the edge of the cervix, but the body was absent from its normal position and on drawing down and inspecting the neck there was no cervical canal ( fig. 4 ). It was quite certain that the uterus was inverted; the organ was regular, smooth, and of uniform consistence: the difficulty was to account for its size, which was quite twice the normal bulk of an old, inverted uterus. I came to the conclusion that there was FIG. 4 (Case VIII). Diagram showing enlargement of the inverted uterus produced by a cystic myoma embedded in the wall of the fundus and no distinguishable, either by a line of demarcation or consistence, from the rest of the body (half natural size). probably a soft intramural fibroid although there was no line of demarcation, groove or hardness pointing to a fibroid, and as I had never seen nor read of such a case, I confess I incised the fundus with some anxiety. The diagnosis proved to be correct: a degenerated myoma of the size of a pigeon's egg, with cystic cavities in it was easily enucleated. The inverted organ was then easily replaced with the fingers and an iodoform gauze tampon put in for twelve hours. There was a slight rise of temperature (up to 99.60 F.) and pulse (up to 108) during the convalescence; but the patient made a good recovery, left the home at the end of a fortnlight, and was well when last seen by her medical attendant three or four years after the operation.
30'
Spencer: Ninie Cases of Inversion of the Uterus Case IX.-A. J., aged 45 (ten children, no abortion), was admitted to University College Hospital on October 7, 1912, complaining of irregular menstruation for the last three years, the intervals varying from two weeks to six months. There was great loss of blood and some pain at the periods, and a thin, watery discharge in the intervals. The patient had lost weight lately. Her last child was born thirteen years ago; only siX of her children were living. The patient on admission was well nourished and looked healthy. There was some tenderness and resistance above the pubes, but no mass could be felt. The cervix had been torn; the edges of the tear were smooth and not ulcerated. The body of the uterus appeared to be enlarged. There was no thickening of the broad ligaments. The cervix bled on examination and the supravaginal cervix appeared to be thickened. The uterus was ante-flexed and fairly movable. The finger could be introduced into the os and did not feel any growth. Examined under anaesthesia the uterus was 3 in. long, the appendages appeared normal, the cervix patulous. A small piece of soft white growth was removed by the curette from the body of the uterus. The growth looked like cancer. Unfortunately the cervix was not dilated in order to pass the finger into the uterine cavity. The microscopic examination showed to my surprise what appeared to be benign mucosa containing glands with a single layer of epithelium or in one or two places with two or more layers evidently due to obliquity of the section: the glands lay in a stroma which did not attract attention as differing very much from the ordinary. The case was regarded as one of " endometritis." The patient did not lose weight during her stay in hospital. She left on October 16. During the next three or four weeks the patient had no loss at all. Then considerable haomorrhage occurred and a watery discharge and difficulty and pain with micturition and defa3cation. After examination the doctor wrote that there was a large "cancerous " mass in the vagina and that the patient had recently had retention of urine for twenty-four hours. She was readmitted on January 5, 1915, and was found to be very ill, sallow and anaemic. A large tumour could be felt by the abdomen reaching nearly up to the umbilicus. The tumour felt tense and elastic, but did not give a fluid thrill to percussion and was not altered by passing the catheter. The vagina was filled by a large irregular mass which pressed on the perineum and broke away and bled freely on examination. There was a very offensive discharge. The cervix could not be felt; but the case appeared to be one of a large sarcoma inverting the uterus and stretching the vagina far up into the abdomen. On January 17, 1913, under antesthesia, after removal of part of the growth by' the hand the uterus was found to be completely inverted by a lobulated and papillary tumour growing from nearly the' whole of the body (fig. 5 ). By pulling on the tumour the cervix and vagina were found to be smooth. The mass was now reduced in size to that of a double-fist and broke down and bled readily. Vaginal hysterectomy was performed by bisecting the tumour and ligating the broad ligaments with thick silk. A small portion of the cervix on the right side was left for fear of damaging the bladder, which had been located by the sound. The patient Section of Obstetrics and Gynecology 31 recovered fairly well, but a minute vesico-vaginal fistula occurred and was at once treated effectively by touching it with a cautery. The temperature during convalescence was slightly raised, the highest point being 10180 F. The patient left the hospital on March 4, 1913. Microscopic examination showed the tumour to be a spindle-cell sarcoma. The patient was admitted again on May 30, 1913. She remained well for sixteen weeks after the hysterectomy; but bleeding began again on May 11. A red lobulated growth was found depending from the top of the vagina and a large mass could be felt extending out to the right pelvic wall. An attempt was made to do an extensive abdominal operation; but the intestines were found to be so extremely adherent at the site of growth that the abdominal wound was closed and the Showing the uterus (which was bisected during the operation) inverted by sarcoma. Above is the cut edge of the cervix with a patch of shaggy growth just below it. The greater part of the lining of the body is covered with a lobulated and shaggy growth. The growtbs are spindle cell sarcoma. Large masses were removed from the lower end of the tumour before the hysterectomy was performed (three-fifths natural size).
vaginal growths were removed with the cautery. On July 8 the vaginal growths had recurred: the patient looked very ill. It was intended to try the effect of radium; but the patient left the hospital on July 18 and died on August 29, after suffering great agony from the recurrent growth. These nine cases of inversion of the uterus are the only cases (apart from inversion produced during operation1) which I have had under my own care. I have also seen five cases under the care of Sir John Williams, three of which followed labour and were reduced by Aveling's repositor, and two were caused by sarcoma and were reduced after removal of the growth; all these five cases recovered. I am induced by this experience of a rare accident to make some remarks upon the subject of the treatment of chronic inversion of the uterus.
Puerperal Inversion. The younger generation of British gyniecologists, following in the wake of the Germans, show a tendency to neglect the simple, safe, and, effective treatment of chronic puerperal inversion originated in 1878 by Aveling, who, in inventing his "repositor," conferred honour on British gynmcology and benefit upon humanity. Some of them have recognized the disadvantage of operating through the vagina and have substituted for it operation by the abdomen with its somewhat greater risk; but I think the cases here described and many others (such as the ten cases published by Aveling, three of which were under his own care) show that cutting operations for chronic puerperal inversion are rarely, if ever, required, and they have the great disadvantage over the use of the repositor that they weaken the uterus and render it liable to rupture in a subsequent delivery, to say nothing of the necessity of administering an ancesthetic to patients enfeebled by haemorrhage, the time taken by convalescence, and the dangers and disabilities, slight though they be, which follow vaginal and abdominal section.
The drawbacks to the use of Aveling's repositor arise from using an unsuitable instrument, or a proper instrument in unsuitable conditions, or in an improper way. Difficulty may also occur in extracting the instrument if it is left too long in the uterus.
The instrument should be made after Aveling's own model, the '.I have several times produced inversion during the enucleation through the os of large submucous or intramural myomata. If the tumour has been completely removed and the peritoneum has not been opened, I have always replaced the organ. If the peritoneum has been opened I have either stitched up the hole and replaced the organ (one case) or removed the uterus by the vagina (several cases). In one case of Caesarean section I inverted the organ through the incision in order to permit the coniplete removal of adherent membranes. All these cases recovered.
Section of Obstetrics and Gymiwcology essential feature of which is a cup carried on a curved German-silver stem, which is soft enough to permit it to be bent so as to transmit the pressure in the axis of the pelvic brim, and yet so rigid as not to bend under the strain of the elastic bands which keep up a constant pressure.
In applying the instrument a cup of suitable size should be employed, and the elastic bands (letter bands) fixed at the end of the stem should be stretched and then fixed by two tapes, one in front and one behind, hanging over or through a 3 in. band of strapping fixed round the patient's waist, the tapes being tied with a bow-knot. Thus a gentle continuous elastic pressure is maintained, the resultant force acting in the axis of the pelvic brim. The tapes may need re-tying as the reduction proceeds, and it is important, by frequent examination, to ascertain the progress made, to see that the cup has not slipped off the fundus, and to withdraw it as soon as possible after reduction has occurred. When the cup slips into the fornix it gives rise to pain, and by prolonged pressure might cause ulceration of the fornix. The narrow stem of Aveling's instrument permits examination while the cup is in position, which is not possible with the cylindrical and conical modifications of the cup which have been suggested by Galabin and Blacker with the object of rendering its extraction easier.
As to the cases suitable for Aveling's repositor any case of chronic puerperal inversion is suitable, provided the proper time be selected for its use.
An important question arises: How soon after labour should the instrument be used ? In this communication I say nothing about acute puerperal inversion which should be reduced manually at once. But if twenty-four or forty-eight hours have elapsed before the case is seen, and a cautious attempt at manual replacement fails, I believe it is wiser to resort to vaginal irrigation with boric acid or saline fluid, and to postpone treatment with Aveling's repositor until the parts have become clean and firm. In support of this opinion I would allude to Case I, in which the irrigation was sufficient of itself to reduce the inverted organ; to Case II, in which the uterus, continuously irrigated, was successfully reduced by the repositor eleven days later; and, on the other hand, to the late Dr. Maxwell's1 case, in which immediate reduction on the third day terminated fatally by sepsis.
These patients, when they survive the shock and haomorrhage at the time of the accident, suffer from severe anemia, aggravated by 'Proc. Roy. Soc. Med., 1915, viii (Sect. Obstet. and Gyn.), p. 53. bleeding and discharge, until involution takes place. Yet in spite of offensive discharges and fever they do not get peritoneal symptoms, owing probably to the complete drainage and to the compression to which the veins and lymphatics are subjected in the inverted organ. Involution is usually complete and menstruation ceases during suckling, so that the local and general condition may be greatly improved by waiting. I think the best time for the reduction will usually be towards the end of the puerperium or as soon as the parts are in good condition. There seems no limit to the time after labour at which reduction is possible; thus Tyler Smith' reduced an inverted uterus of eleven years' standing, and the patient bore a child two years later when the uterus again became inverted and was readily reduced, and subsequently had other children,2 and Audige (whose publication I have not been able to obtain) is stated by Pozzi3 to mention a case successfully treated which dated back thirty years.
With regard to extracting the cup after reduction by Aveling's repositor no great difficulty is experienced if the cup has not remained long in the uterus, which is best insured by repeated examinations, and it may be easily overcome by Dr. Handfield-Jones's suggestion of continuous traction. This will be rendered more speedy if the cup be unscrewed and seized by the edge with strong forceps.
As to the time taken to effect reduction with Aveling's repositor, that will vary with the duration of the inversion and with the care taken in carrying out the details of treatment mentioned: in any case it should take place within forty-eight hours (Dr. Lewers says two weeks! I should have thought this was a misprint for two days had not other gynmecologists given a long time for reduction; the explanation no doubt being, as Dr. Herman pointed out, that the elastic bands employed were too weak). If frequent examinations be made in order to make sure that the cup is in position and that the elastic bands remain stretched, I think a few hours will usually suffice for a fairly recent case (see Case II, in which the cup slipped several times, but finally reduced the inversion in one and a quarter hours, having been employed in all for eight and three quarter hours).
Tyler Smith, Med. Chir. Trans., 1858, xli, p. 185. Inversion due to Myonca.
It is an axiom amongst gynaecologists never to remove a uterine polypus before making sure that the " polypus " is neither the inverted uterus nor the sessile myoma inverting the organ. There is a specimen in University College Hospital Museum illustrating the grave error committed by an experienced surgeon of amputating the uterus inverted by a myoma, With a fatal result. A fibroid polypus may be easily distinguished from an inverted uterus by the fact that the uterus is in its normal position and its cavity present or even lengthened. The only polypi which give rise to any difficulty are those with their stalks adherent to the cervical canal (in this case the adhesions are easily separated and the uterine canal revealed) and cases of myoma of the portio vaginalis in which it is sometimes difficult to find the minute external os, displaced to one side.
The orifices of the Fallopian tubes can sometimes (but not usually) be seen on the inverted organ: in one case the orifice was dilated, and this led the assistant to diagnose a hypertrophied cervix, as the tube admitted a sound for 4 in. Careful and bimanual examination in these cases will clear up the difficulty. The existence of a myoma inverting the organ is usually made out with ease by the harder consistence of the tumour, which is usually separated by a slight groove from the mucous membrane of the uterus proper. Case VIII, in which the inversion was due to a small degenerated intramural myoma which did not alter the shape or consistence of the organ is, as far as I know, unique.. The treatment consists in removing the myoma either by circumcision or bisection with enucleation of the two halves. The organ is then easily replaced by pressure, and a packing of iodoform gauze is applied for twelve hours.
Inversion due to Sarcoma. The endeavour should be made to diagnose the sarcoma before it has inverted the organ. This is most easily done by examination of the organ with the finger after dilatation with lamninaria tents and by removing portions of growth for microscopic examination.
Case IX shows how necessary it is to pay attention to the stroma as well as to the epithelial structures in curettings. If inversion has occurred, the growth sometimes assumes a mushroom shape, and may be removed with the ecraseur or scissors, hysterectomy being subsequently performed. Or, if the growth is large, sessile or infected, vaginal hysterectomy followed by the application of radium or X-rays may be the best treatment.
Conclusions.
(1) For inversion of the puerperal uterus, if not seen till twentyfour or forty-eight hours after its occurrence, a cautious endeavour may be made to replace the inverted organ by hand. If the uterus is soft or septic, irrigation with boric acid or salt solution should be employed, and no attempt be made to replace the organ until the latter part of the puerperium.
(2) A veling's repositor is the best means of replacing the chronically intverted uterus, and it is unjustifiable to perform any cutting operation until the repositor has been tried.
(3) It is the writer's belief that the original Aveling's repositor will replace any chronically inverted uterus after labour. Should it fail he would operate by the abdomen, incising the neck and replacing the organ.
(4) Before removing a fibroid polypus it should be ascertained that the uterus is not inverted. In cases of myoma inverting the uterus, it is not usually necessary to remove the uterus, but only the tumour: the uterus being then easily replaced.
(5) For sarcoma inverting the uterus, if polypoid the tumour may be removed per vaginam and the uterus subsequently per abdomen; if the tumour is large and infected, vaginal hysterectomy with the subsequent application of radium or X-rays may be the best treatment.
DISCUSSION.
Sir FRANCIS CHAMPNEYS: The subject of Dr. Spencer's paper is welcome. It is one on which there is a surprising amount of ignorance, though it is by no means obscure. The proportion of cases in which the inversion is complicated with other conditions such as tumours strikes me as high: this may possibly be due to a diminution in uncomplicated puerperal inversions. I have little to say on the subject of the complicated cases, except to express general approval of the principles on which Dr. Spencer has treated them. As regards uncomplicated chronic inversion, the subject is generally very poorly treated in books. The great principles are: (1) That the uterus when inverted undergoes normal involution; (2) that involution is complete at eight weeks or thereabouts; (3) that at this date the case becomes technically "s chronic "; (4) that it becomes no more chronic in twenty years; (5) that it is as easy to reinvert an inverted uterus twenty years after its inversion as after eight weeks; (6) that reposition with Aveling's repositor properly used practically never fails. I have seen a good number of these cases, and that is my experience. It was also the experience of Dr. Matthews Duncan. Adhesions in the inverted uterine cup are extremely rare. In adjusting the repositor, the best elastic is indiarubber tubing; it has to be adjusted like the shrouds of a bowsprit, and the direction of the axis of the repositor, which should be more or less in the pelvic axis, can be easily regulated by the relative length and tension of the elastic tubes. Care must be taken that the cup of the repositor clasps the inverted fundus, the largest cup first, gradually diminishing as the fundus is pushed within the cervix. Two days should see it over. To remove the cup the best way is to "reverse engines," and tie the elastics to the foot of the bed. Cutting operations are unnecessary and unjustifiable.
Dr. AMAND ROUTH: Dr. Spencer is right in his statement that Aveling's repositor practically never fails to reduce an uncomplicated chronic inversion, provided that patient supervision be exercised. The spontaneous and unrecognized cases are those in which inversion has only been partial at first and then gradually becomes complete. In such cases shock is less marked than when the inversion is acute and complete, for the sudden constriction of important structures drawn down into and imprisoned in the inverted body is the main cause of the shock. The anaemia which is associated with chroniic cases of inversion is due to the concurrent septic toxeemia which makes convalescence very slow.
Dr. HANTDFIELD-JONES: I strongly advocate the use of Aveling's repositor, for I have not met with any case in which this instrument has failed to accomplish its object. I would emphasize the fact that shock is by no means a constant symptom in acute inversion of the womb; it seems that errors in diagnosis sometimes arise from too great stress being laid on the occurrence of this symptom. I have had several cases in which the womb has become completely inverted after delivery at full-term, and yet no evidence of shock has been shown.
Dr. HERBERT SPENCER (in reply): I am glad to find myself in agreement with Sir Francis Champneys, Dr. Routh and Dr. Handfield-Jones, as to the uniform success of Aveling's repositor in reducing a chronic inversion of the puerperal uterus.
